INTRODUCTION
Few conditions are as difficult to diagnose and manage as illness induced or falsified by caregivers. Although this condition has been widely known as Munchausen syndrome by proxy, there is ongoing debate about alternative names, including pediatric condition falsification, factitious disorder (illness) by proxy, child abuse in the medical setting, and medical child abuse. The previous clinical report from the American Academy of Pediatrics called this form of maltreatment "child abuse in a medical setting," noting that it can include physical abuse, medical neglect, and psychological maltreatment. 1 This term was used to focus attention on the harm caused to the child. Roesler and Jenny 2 concurred that pediatricians should focus on the maltreatment that happened to the child rather than the offender' s motivation. They coined the term "medical child abuse," which they defined as "a child receiving unnecessary and harmful or potentially harmful medical care at the instigation of a caretaker." Despite the Emalee G. Flaherty, MD, FAAP, and Harriet L. MacMillan, MD, and COMMITTEE ON CHILD ABUSE AND NEGLECT variability in terms, there is general agreement that this condition causes serious harm and is associated with significant morbidity and mortality. 3 The sections that follow provide an overview of the spectrum of the condition, the epidemiology, and an approach to assessment, diagnosis, and management.
DESCRIPTION
The essential feature of the condition that will be referred to in this report as fabricated illness in a child is the caregiver' s falsification and/or inducement of physical or psychological symptoms or signs in a child. 4 The term "fabricated illness in a child" has been used in this report to reflect the emphasis on the child as the victim of the abuse rather than on the mental status or motivation of the caregiver who has caused the signs and/or symptoms.
Just as the name has been under debate, the definition has been controversial, partly because early definitions often included the offender' s motivation. To be consistent with the approach to diagnosing other forms of child maltreatment, the definition and diagnosis of caregiver-fabricated illness in a child should focus on the child's exposure to risk and harm and associated injuries or impairment rather than the motivation of the offender. 1, 2, 5, 6 Caregiver-fabricated illness in a child is best defined as maltreatment that occurs when a child has received unnecessary and harmful or potentially harmful medical care because of the caregiver' s fabricated claims or signs and symptoms induced by the caregiver. 2
SPECTRUM OF PRESENTATIONS
This type of maltreatment has no typical presentation, but a broad range of manifestations has been described, as shown in Table 1 . In separate literature reviews, Rosenberg 7 and Feldman and Brown 8 determined that bleeding, seizures, central nervous system depression, apnea, diarrhea, vomiting, fever, and rash were the most common presentations. Approximately onequarter of children present with renal and urologic manifestations, including urinary tract infections and hematuria. 9 Illnesses commonly are reported to involve multiple organs, and the children are frequently seen by numerous subspecialists. Apnea and anorexia/ feeding problems are the 2 most commonly reported symptoms. 10 Emotional and behavioral conditions, such as attention-deficit/hyperactivity disorder, learning disabilities, dissociative disorders, and psychosis, have all been fabricated by caregivers. [11] [12] [13] Allegations of sexual abuse have also been fabricated. [14] [15] [16] Some of the forms of fabricated illness reported in more recent literature include hypernatremic dehydration, 17 immunodeficiency, 18 celiac disease, 19 and Gaucher disease. 20 A retrospective review of calls to the National Poison Data System from 2000 to 2008 for pharmaceutical exposures that were coded as "malicious" and occurred in a child younger than 7 years revealed 1437 cases (average of 160 cases/ year). 21 Ethanol, laxatives, and benzodiazepines, in that order, were the most common pharmaceutical categories. The pharmaceutical exposure may have been an intentional poisoning, drug-facilitated sexual abuse, or fabricated illness. Eighteen children (1.2%) died, and 2.2% suffered some major signs or symptoms related to the exposure. Most of the deaths were related to exposure to a sedating agent, including antihistamines and opioids.
The offending caregiver may fabricate or invent a history of illness, exaggerate a real disease, or underreport signs and symptoms. The caregiver may actually produce the signs and symptoms of illness or may both fabricate the clinical picture and cause the signs and symptoms. There is a spectrum of severity of fabricated illness, and 1 form may evolve into another: for example, a caregiver may begin by fabricating a history and move on to actually cause signs and symptoms of illness.
The caregiver' s fabrications may lead physicians to cause chronic medical complications or disabilities through their treatments, for example, by inserting an unnecessary gastric tube for feeding. Caregivers' actions may induce emotional or psychiatric disease in their children. The caregiver may coach the victim or others into misrepresenting the victim as ill. The child and family members may be convinced of the child's illness. There is often a significant delay from months to years between when the child presents with initial symptoms to the time of diagnosis. 7, 22 EPIDEMIOLOGY Although fabricated illness in a child is relatively rare, best estimates suggest that health professionals will likely encounter at least 1 case during their career. 23 This form of maltreatment often goes unrecognized and unreported even when it is recognized. The reported incidence is approximately 0.5 to 2.0 per 100 000 children younger than 16 years. 7, 24, 25 Inappropriate invasive investigations or treatments, including drug therapy, were inflicted on 93% of the children in the cases reported over 2 years in the United Kingdom. 24 In this prospective surveillance study conducted in the United Kingdom and the Republic of Ireland, 85% of the notifying pediatricians estimated the certainty of their diagnosis as greater than 90%. In this study, it appears that pediatricians needed to have a strong degree of certainty before reporting, suggesting that many cases go unreported when a physician is less sure of the diagnosis. A diagnosis of fabricated illness in a child may also not be made because of the inconsistency in diagnostic criteria. Failure to consider the possibility in the differential diagnosis is the most common reason for the missed diagnosis. 7, 26 Males and females are victimized equally. 7, 10 The median age at diagnosis is between 14 months and 2.7 years. 10 Most of the victims are infants and toddlers, although approximately 25% of cases occur in children older than 6 years. 10, 22, 24 Illness fabricated by a caregiver has been described in many other countries and cultures. 8 Siblings of children who are victims of fabricated illness are also frequently abused. 24, 27, 28 In 1 large series, 25% of the siblings had died and 61.3% of the siblings had illnesses similar to those of the victims of fabricated illness. 10 Although mothers are most commonly the offenders, fathers, grandparents, boyfriends, and child care providers have been found responsible. 24, 29 Cases in which parents have colluded to fabricate illness have been reported as well. 11 There are reports of children who appear to actively collude with the offender in producing the fabricated illness and who later independently fabricate their own illness as they become older. 30 In addition, older children have been reported to fabricate illness, both by falsifying symptoms and/or signs of illness, without adult collusion. 18, 25, 31, 32 Although a discussion of the etiology for such behavior by caregivers is beyond the scope of this report, it is important for clinicians to be aware of some of the caregiver risk indicators for fabricating illness in a child. These include caregivers who (1) appear to need or thrive on attention from physicians, 13 (2) insist that the child cannot cope without the parent' s ongoing attention, 13 (3) are either directly involved in professions related to health care 3 or at least are very knowledgeable medically and have a familiarity with medical terminology, and (4) have a history of factitious disorder or somatoform disorder. 33, 34 Although such indicators are useful in raising awareness about the possibility of fabricated illness among children of otherwise apparently caring families, such features are quite nonspecific and should not be used to make the diagnosis. 35 These characteristics overlap considerably with those of caregivers who are advocates for their children with genuine illnesses, and some parents who fabricate illness in their children do not show such features. 35 It is important to underscore that there is no consistent psychological presentation or psychiatric diagnosis among caregivers who have fabricated illness in a child. 36 Children who are victims of fabricated illness can suffer significant morbidity and mortality. 21, 24, 27, 28, 37 Mortality rates of 6% to 9% have been reported, and approximately the same percentage suffer long-term disability or permanent injury. 7, 10, 24 By definition, all victims suffer some short-term morbidity related to unnecessary procedures or treatments. The abuse often continues in the hospital 38 and has even occurred in the ICU. 17, 39 Approximately 75% of the morbidity experienced by children has been precipitated by caregivers' behaviors while the children are hospitalized. 7
DIAGNOSIS
The diagnosis of fabricated illness in a child can be especially difficult, because the signs and symptoms reported by a caregiver may not actually be present during the physician's evaluation. When illness is induced or fabricated, the signs and symptoms may fluctuate and be inconsistent with normal physiology. Indicators that should cause the pediatrician to consider fabricated illness in a child are shown in Table 2 . A caregiver who seeks another medical opinion when told that the child does not have illness or who resists reassurance that the child is healthy should raise concern about possible fabricated illness. Other potential areas for concern include a caregiver who perseverates about borderline abnormal results of no clinical relevance, despite repeated reassurance, or who refutes the validity of normal results. In the previous clinical report, it was suggested that the physician consider the following 3 questions in the diagnostic assessment of suspected fabricated illness:
1. Are the history, signs, and symptoms of disease credible? 2. Is the child receiving unnecessary and harmful or potentially harmful medical care?
3. If so, who is instigating the evaluations and treatment?
A multidisciplinary evaluation involving medical, psychosocial, child protective services, and legal professionals is important. 40 Because of the complexity of the diagnosis of fabricated illness in a child, the physician may want to consult with a specialist in child abuse pediatrics. A physician with expertise in child abuse and fabricated illness in a child may be able to provide a more objective opinion than a physician more closely involved with the family. 41, 42 A complete review of the medical record, although potentially daunting, is imperative. 35 Because medical records are generally extensive and usually involve multiple medical sites, identification of the condition as fabricated may be missed if the complete medical records are not reviewed. The complete medical record may not be readily available if care has been sought at different clinical settings.
It is important to understand that as many as 30% of children with fabricated illness have an underlying medical illness. 7 Eventually, most of the victims will have iatrogenic signs and symptoms of illness.
When reviewing medical records, it is useful to make a chronological summary of medical contacts. This summary may reveal one or more of the following: (1) use of multiple medical facilities; (2) excessive and/or inappropriate pattern of utilization, including procedures, medications, tests, hospitalizations, and surgeries; (3) a pattern of missed appointments and discharge of the child against medical advice; and (4) a history of the opinions of physicians about the child' s medical problems, illnesses, and treatments being misrepresented to other physicians. It is essential to review the entire record, including daily notes by all health care professionals, rather than simply focusing on summary reports, such as discharge summaries. When a child is hospitalized, it is important that all staff attribute the source of medical information in their notes: for example, nurses should document whether they witnessed that a child was apneic or that the caregiver told them the child was apneic. As shown in Table 3 , it is useful to create a table that includes the following elements for each health contact: name of patient, date, location, reason for contact, reported signs/ symptoms as stated by the caregiver, objective observations documented by the physician, conclusions/diagnosis made, treatment provided, efficacy of treatment, and other comments or observations. The veracity of the claims made by the caregiver can then be assessed for each symptom and sign. 35 An important overall issue to consider is whether the medical history provided by the caregiver matches the history in the medical record and whether the diagnosis reported by the caregiver matches the diagnosis made by the physician. Because fabricating caregivers can misrepresent medical information provided by various medical professionals, it is helpful to have all involved physicians conference and develop a consensus management plan.
Because physicians may be reluctant to identify possible concerns about induced illness in the record, it is also important to contact the individual physicians to discuss whether they have any concerns about possible fabrication of illness. A physician directly involved in the ongoing assessment or treatment of a child who may be the victim of fabricated illness can legally contact other physicians involved in the current or past care of the patient to obtain information relevant to the ongoing assessment or treatment of the child. If there is any aspect of that physician contact FROM THE AMERICAN ACADEMY OF PEDIATRICS that may be for forensic purposes or done in consultation with child protective services, consider obtaining the caregiver' s consent and/or obtaining legal advice before making such contact. The medical record of the siblings should be reviewed in the same thorough fashion.
If a child with the possible fabricated illness is verbal, the child should be interviewed separately from the caregiver for his or her recollection of any symptoms, including where and when they occurred. It is also important to take a careful family and social history, including information about any unusual or frequent illnesses in the extended family and siblings. Fabricated illness in a child, like other forms of child maltreatment, is not a diagnosis of exclusion. The pediatrician should evaluate the child for illness fabrication while simultaneously searching for other medical explanations for the illness: for example, unusual and rare medical problems, such as cyclic vomiting or mitochondrial disease. Some parents are overanxious or difficult, and others perceive their child as vulnerable because of some earlier traumatic event, such as extreme prematurity, and may "shop around" for a physician. 43 When parental behaviors result in harm to the child, the child has been maltreated, whatever the caregiver' s motivation. 37 The specific features of an evaluation for fabricated illness in a child depend on the type of fabrication suspected. The pediatrician may need to perform toxicology tests if poisoning is suspected or may need to request blood group typing or subtyping if blood contamination is a concern. If testing is needed to confirm the diagnosis, the child must be protected from any additional or ongoing harm while the evaluation is underway. Although the hospital is generally considered an appropriate setting to complete this testing, the offending caregiver often continues the illness fabrication in the hospital. 7 Consequently, the caregiver' s contact with the child may need to be supervised to protect the child from further harm.
If there are concerns that a child may be a victim of fabricated illness, physicians should defer procedures and prescriptions. The physician' s responsibility is to protect the child.
COVERT VIDEO SURVEILLANCE
Covert video surveillance (CVS) has been proposed as a method of ensuring the child's safety during the hospitalization, as well as to expose and document the offending caregiver's fabricating behavior toward the child while in the hospital. 44, 45 The use of CVS has been controversial. 46 Some argue that it is an invasion of the parent' s right to privacy or that it represents entrapment. 47 Others respond that privacy is not guaranteed in a hospital setting, because health care providers, such as nurses, may walk into patient rooms at any time unannounced. Also, for some conditions, monitors are attached to a child and sound at the nurses' station. Some consider CVS to be a diagnostic tool, 48 but others argue that the recordings can be difficult to interpret and that a caregiver may be falsely accused of harm. 47 Because it can be difficult to prove to child protective services and in legal proceedings that illness has been fabricated, some children will not be protected from further harm without the use of CVS to document the abuse. Some of the disadvantages of the use of CVS include its cost, the need for real-time monitoring to interrupt any harm to a child, and the risk of additional harm to the child even with close monitoring. 44, 45 In 1 series, CVS was required to make the diagnosis of fabricated illness in a child in more than half of the cases. In 10% of the cases, however, it proved helpful because it showed that the child had a medical problem. 45 CVS has been used to detect caregivers suffocating infants, intentionally causing fractures, administering poison, and injecting harmful substances into intravenous lines. Some offending caregivers, who were previously thought to be very attentive to the child, were shown to ignore the child when no one was watching. CVS can also disprove a caregiver' s falsified claim, such as showing that apnea did not occur when a caregiver has reported it. Furthermore, CVS has the potential to show that the abuse was premeditated and occurred without provocation.
If CVS is to be implemented, the hospital should develop protocols that guide its use. The protocols should include provision for continuous monitoring, training for the observers or monitors, and a plan that ensures rapid intervention if the child is observed to be at risk. An approach that can be considered instead of CVS is separation of the child from the suspected offending caregiver and subsequent observation of the child' s condition. The child must be separated for sufficient time to determine whether there is any change in the child' s condition while, as much as possible, maintaining constant all other management, such as medication use. During this trial period, the suspected offending caregiver must not be allowed any contact with the child unless strict third-party supervision is maintained. Intervention by child protective services will likely be required to establish and maintain this separation. If symptoms do not disappear, this is strong indication that the symptoms were not fabricated, providing the child has been adequately protected during the separation. The association between the trial separation and any improvement in a child' s condition may be difficult to prove in a legal setting, especially because improvement in a child' s condition may be attributed to a spontaneous remission or resolution of the underlying medical problem.
MANAGEMENT AND PROGNOSIS

Reporting Suspected Maltreatment
Physicians should report any reasonable suspicions of child abuse promptly to child protective services authorities. All states have laws that mandate physicians report suspected child maltreatment if they have reasonable cause to suspect. In a review by Sheridan, 10 only approximately one-third of the cases of suspected fabricated illness in a child had been reported. Another study found that pediatricians do not report unless they are almost certain of the diagnosis of fabricated illness. In this study, the pediatricians estimated the probability that their diagnosis was correct as greater than 90%. 24 Although the laws do not require this level of certainty for reporting, physicians may be concerned that a caregiver will escalate the illness induction to "prove" the child' s illness. Also, pediatricians may be reluctant to report suspicions of illness fabrication because of previous experience with child protective services and the legal system failing to protect a child without additional corroborating evidence.
Many state child protective services systems do not list fabricated illness or any of its various names as a specific form of child maltreatment. When reporting suspected fabricated illness in these states, the pediatrician should focus on how the child was affected: for example, the pediatrician may report suspected physical abuse, emotional abuse, risk of harm, and all the categories that apply to the particular situation. Pediatricians should collaborate with child protective services and law enforcement to ensure the best outcome for the child.
Outcome if Reported
Even when fabricated illness is reported to child protective services, many children are not protected from further harm. In the 2-year surveillance study in the United Kingdom and the Republic of Ireland referred to previously, 24 approximately one-third of the children (46 of 119) were allowed to return home. 28 Approximately one-quarter of the children (27) still had signs or symptoms of abuse at follow-up. Only one-third of the children were placed in caregiving arrangements outside the control of the alleged offending parent. Child protective services and the courts were more likely to intervene and protect children who were young and who had been physically abused as opposed to older children who suffered other harm.
If children who have been victims of fabricated illness are returned home to the care of the offending caregiver, reabuse is common. 28, 49 Approximately 40% suffer further abuse, including other forms of maltreatment, such as physical and emotional abuse. 49 On the basis of Rosenberg' s review, 7 in 20% of the fatal cases the child had been returned home after the parents had been confronted about the suspicion of fabricated illness, and the child subsequently died. In a study in 54 children with a diagnosis of fabricated illness followed for 1 to 14 years, many of the children manifested other problems, including emotional and behavioral conditions, such as conduct disorders. Criminal conviction of the offending caregiver was found in only 8% of the cases in the Rosenberg series. 7 In a cohort study that had several methodologic limitations, including follow-up of only approximately 50% of the original sample identified, the factors associated with better outcomes for children who had been victimized included the following: (1) continuous positive input from the spouse and/or grandparents, (2) successful short-term foster care before returning to live with the offending caregiver, (3) the offender' s long-term therapeutic relationship with a social worker, (4) successful remarriage for the offending caregiver, (5) early adoption of the victim, and (6) long-term foster care placement. 49 It was not possible to determine the relative benefits for children of remaining with the abusing caregiver versus being separated. Among those children who were with the fabricator of the illness at the time of this study, children placed away from their mother, even temporarily, appeared to have a better outcome than those who did not experience this separation.
Caregiver Treatment and Reunification
When confronted with the suspicion that the illness has been fabricated, 15% to 45% of offenders admitted to causing or fabricating the child' s illness, although many denied any deception. 7, 45 In general, the prognosis has been poor for offenders, but there are some reports of apparent successful treatment. 50 Identifying an offender' s motivation may not be critical to making a diagnosis of fabricated illness in a child, but understanding the motivation is important for determining the course of treatment. 34, 51 Schreier 11 outlines the following indicators of successful treatment: (1) the abuser admits to the abuse and has been able to describe specifically how he or she abused the child, (2) the abuser has experienced an appropriate emotional response to his or her behaviors and the harm he or she has caused the child, (3) the abuser has developed strategies to better identify and manage his or her needs to avoid abusing the child in the future, and (4) the abuser has demonstrated these skills, with monitoring, over a significant period of time. Schreier also asserts that the partners of offending caregivers should participate in treatment, because they have frequently colluded in the abuse of the child. The partner' s lack of nurture for the offending caregiver may also be 1 motivation for the child' s abuse.
SUMMARY
Caregiver-fabricated illness in a child is a relatively rare but very serious form of child maltreatment. The pediatrician who suspects that signs or symptoms of a disease are being fabricated should focus on the harm or potential harm to the child caused by the actions of that caregiver and by the efforts of medical personnel to diagnose and treat a nonexistent disease. Pediatricians need to have a high index of suspicion and be alert to the possibility when signs and symptoms do not fit a particular illness, when they appear resistant to treatment, or when they evolve into another or additional illnesses. Proper diagnosis of fabricated disease involves a thorough evaluation of medical records, clear communication among medical professionals, and often, a multidisciplinary approach. If the child protective services system' s response seems inadequate, the pediatrician should ask a local specialist in child abuse pediatrics for advice and assistance. A focus on the motives of the caregiver, although useful in therapy, is not necessary for a diagnosis of this form of child maltreatment.
